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Abstract
Primary health care (PHC) services can improve the health of women who have recently left an 
abusive partner. Yet, women’s ability to access and benefit from PHC services may be shaped by 
intersecting social locations, particularly income level and racialization. The purpose of this 
study was to examine whether differences in income and racialization, among women who had 
recently left an abusive partner, were associated with differences in PHC unmet need and fit of 
services, as well as to mental and physical health. A quantitative secondary analysis of data from 
the Canadian Women’s Health Effects Study (n = 286) was conducted. The findings suggest that, 
among women who have recently left an abusive partner, differences in income are associated 
with disparities in the fit of PHC services and to mental and physical health. Nurses and other 
health care professionals must collaborate with women and advocate for policy changes to 
improve equitable access to PHC services that meet the diverse needs of this population.
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Intimate partner violence (IPV) is a global public health and social issue (Krug,
Dahlberg, Mercy, Zwi, & Lozano, 2002) and the most prevalent form of gender-based violence 
around the world (Heise & Garcia-Moreno, 2002). Indeed, countries in which gender inequities 
are ubiquitous, report the highest rates of IPV (Ackerson & Subramanian, 2008; Ilika, 2005; 
Mitra & Singh, 2007). Aside from gender, other significant risk factors related to IPV include 
low income (Caetano, Ramisetty-Mikler, & Harris, 2010; Fox & Benson, 2006), as well as 
Aboriginal and visible minority status (Brownridge, 2008; Tjaden & Thoennes, 2000).
IPV results in profoundly negative, long-lasting mental and physical health outcomes for 
women (Campbell, 2002; Golding, 1999). Women in the precarious transition of leaving an 
abusive partner must contend with these health challenges in addition to significant losses of 
financial and material supports (Anderson & Saunders, 2003). Recovering these economic 
supports is crucial to women’s ability to sustain separation from an abusive partner (Anderson & 
Saunders, 2003) and to improve their quality of life. Yet, mental and physical health challenges 
can significantly diminish women’s ability to carry out functions of daily living such as 
employment and parenting (Cohen & Maclean, 2004; Coker, Smith, & Fadden, 2005).
Women’s access to the resources that are crucial to their ability to address IPV and the 
health consequences which result from IPV, may be shaped by the multiple, intersecting social 
locations and experiences of systemic oppression. The inequitable distribution and availability of 
the social resources that promote and sustain the health of individuals and communities (e.g. 
working conditions, health services, early childhood development, housing, income, education, 
and food security) is shaped largely by social identities such as class, race, and gender, as well as 
structural oppression including racism, classism, and sexism (Hankivsky, Cormier, & de Marich,
Chapter I: Introduction
at 25% (Statistics Canada, 1993; Tjaden & Thoennes, 2000), while 21.2% of Canadian women 
have experienced physical, sexual, emotional, or financial abuse by an intimate partner in the 
previous 5 years (Cohen & Maclean, 2004).
IPV is the most common form of gender-based violence. It is characterized by inequitable 
relationships in which male dominated cycles of power and control result in emotional and 
physical abuse of their female partners (Davies, Ford-Gilboe, & Hammerton, 2009; Heise & 
Garcia-Moreno, 2002; Johnson, 1995; Tjaden & Thoennes, 2000). Davies, Ford-Gilboe, and 
Hammerton (2009) discuss IPV in the context of gender role expectations that serve to reinforce 
male privilege and further oppress women. Johnson (1995) refers to this pattern of IPV as 
‘patriarchal terrorism’, the intentional and methodical way that men continue to exert dominance 
over their female partners through control, power, isolation, violence, and subordination.
In countries where men have higher social standing, as well as economic and physical 
power over women, IPV rates are significantly higher (Ackerson & Subramanian, 2008; Ilika, 
2005; Mitra & Singh, 2007). Moreover, in countries where traditional beliefs about men’s and 
women’s roles remain prominent, such as Bangladesh, Cambodia, India, Mexico, Nigeria, 
Pakistan, the United Republic of Tanzania, and Zimbabwe, IPV is largely accepted as a man’s 
right and responsibility to punish his wife for any act of disobedience (Armstrong, 1998; 
Jejeebhoy, 1998; Gonzalez, 1998; Hassan, 1995; Osakue & Hilber, 1998; Schuler et al., 1996; 
Zimmerman, 1995).
However, even in countries with less traditional views of gender roles, IPV is perpetrated 
predominantly by men, against women (Heise, Ellsberg, & Gottemoeller, 1999; Tjaden & 
Thoennes, 2000; World Health Organization, 1997). In an analysis of data collected from the 
American National Violence Against Women Survey, Tjaden and Thoennes (2000) found that
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women living with a male partner are three times more likely to report IPV than women living 
with a female partner. In Canada, women are two and a half times more likely than men to report 
being beaten, choked, threatened with a weapon, or sexually assaulted by an intimate partner 
(Statistics Canada, 2006a). Moreover, researchers in Canada and the US have found that women 
are significantly more likely to suffer injuries as a result of IPV, as well as experience more 
severe forms of violence than their male counterparts (Brush, 1990; Canadian Centre for Justice 
Statistics, 2000; Morse, 1995). Canadian women who have experienced IPV are three times more 
likely to be injured and five times more likely to require medical attention than men who have 
been abused (Canadian Centre for Justice Statistics, 2000). Furthermore, researchers have found 
that, when women are the perpetrators of IPV, it is almost always in self-defense (Dekeseredy et 
al., 1997; Johnson & Ferraro, 2000; Saunders, 1986).
Although gender is the most significant predictor of IPV, low income, as well as 
Aboriginal and visible minority status, place women at further risk of experiencing IPV. Both 
household and neighborhood poverty are associated with higher rates of IPV against women 
(Ackerson & Subramanian, 2008; Caetano, Ramisetty-Mikler, & Harris, 2010; Fox & Benson, 
2006; Pearlman, Zierler, Gjelsvik, & Verhoek-Oftedahl, 2003; Taft et al., 2010). Moreover, 
when women leave abusive partners, their income is likely to decrease further due to loss of 
household income, lack of child support, legal costs related to custody issues, as well as 
underemployment or unemployment related to inconsistent work histories, lack of affordable 
child care, and chronic health problems related to IPV (Anderson & Saunders, 2003; Bianchi et 
al., 1999; Sullivan et al., 1992).
Higher rates of IPV have been documented among Aboriginal women and those who 
identify as members of a visible minority group (Brownridge, 2008; Tjaden & Thoennes, 2000).
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Using data from the National Violence Against Women Survey, Tjaden and Thoennes (2000) 
found that, compared to White Americans, rates of IPV were higher for non-White Americans, 
including those who self-identified as African American, Aboriginal American, or Asian/Pacific 
Islander. Brownridge (2008) found that rates of IPV were four times higher among Canadian 
Aboriginal women than their non-Aboriginal counterparts. Immigrant women in Canada may 
also face a higher risk of IPV than non-immigrant women (Canadian Council on Social 
Development, 2006; Smith, 2006); however, it is unclear whether IPV is more prevalent among 
all visible minority groups in Canada. In a meta-analysis of research on IPV rates in Canada, 
Clark and Du Mont (2003) found that Aboriginal and visible minority status were not 
consistently documented, contributing to a lack of data on IPV among visible minority women in 
this country.
The Health Effects of Intimate Partner Violence
IPV results in myriad and long-lasting mental and physical health consequences for 
women (Campbell, 2002; Ford-Gilboe et al., 2009; Golding, 1999; Rivara et al., 2007). Chronic 
pain is a prevalent health consequence of IPV for women and may be experienced in varied 
ways, including as chronic headaches, back problems, swollen and painful joints, as well as 
pelvic and vaginal pain (Campbell et al., 2008; Coker, Smith, Bethea, King, & McKeown, 2000; 
Wuest et al., 2009). The high incidence of head injuries experienced by women who have been 
abused can lead to chronic neurological problems such as fainting or seizures (Sharps, Campbell, 
Campbell, Gary, Webster, 2001). Compared to their non-abused counterparts, cardiovascular 
disease and hypertension are more prevalent among women who have experienced IPV 
(Tollestrup, Sklar, & Frost, 1999; Plichta, 1996). Women with histories of IPV experience higher 
rates of eating and bowel disorders, often related to sexual abuse (Campbell et al., 2008; Coker et
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al., 2000), and reproductive disorders are three times more common among women who have 
experienced IPV than their non-abused counterparts, including sexually transmitted infections, 
chronic vaginal and pelvic pain, and unwanted pregnancies (Campbell et al., 2008; Coker, et al., 
2000; Lesserman, Drossman, & Hu, 1998). Women who have experienced IPV also suffer from 
significant mental health challenges, particularly post-traumatic stress disorder and depression, 
sleep and anxiety disorders, as well as drug and alcohol dependency (Golding, 1999; Martin, 
Kilgallen, Dee, Dawson, & Campbell, 1998; McCauley, Kem, & Kolodner, 1995; Ratner, 1993).
The long-term negative mental and physical health consequences women experience as a 
result o f IPV are often disabling in nature, impairing women’s ability to carry out functions of 
daily living at home, school, and work (Cohen & Maclean, 2004; Coker, Smith, & Fadden, 2005; 
Rees et al., 2011). For example, in a study of 1,152 women, Coker, Smith, & Fadden (2005) 
found that women who had experienced IPV were more than twice as likely to report a mental or 
physical health disability that prevented them from carrying out work and other activities both 
inside and outside of the home. Among the disabilities reported by women who had experienced 
IPV, the most common were those related to cardiovascular disease, back problems, chronic 
pain, arthritis, nerve damage, respiratory conditions, and depression (Coker, Smith, & Fadden, 
2005).
Women who have experienced IPV also use health services more frequently than their 
non-abused counterparts, particularly primary health care services such as general practitioners, 
social and mental health services, and urgent care (Bonomi, Anderson, Rivara ¿¿Thompson, 
2009; Campbell, 2002; Lipsky & Caetano, 2007; Plichta, 1992; Ratner, 1993; Rivara et al., 
2007). American and Canadian researchers have found that women who have experienced IPV 
require care from general practice physicians and urgent care centres one and a half to three
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times more frequently than their non-abused counterparts (Rattier, 1993; Wisner et al., 1999). 
American researchers found that women who have been abused use mental health services two 
and a half to eight times more frequently than non-abused women (Rivara et al., 2007; Wisner et 
al., 1999).
The costs of IPV related health care are considerable. In an analysis of data from the 
Women’s Health Effects Study, Varcoe, Hankivsky, Ford-Gilboe and colleagues (2011) 
estimated the public and private health care costs attributable to IPV for a sample of women 
who, at baseline, had been out of an abusive relationship an average of 20 months. Annual per 
woman public health care costs related to IPV were $4,969 higher in the sample than for women 
in the general population, with 90% of those costs related to hospital, physician, and emergency 
services use. Privately paid health care costs (i.e. out of pocket costs for the woman or employer 
paid expenses) were largely linked to dentist and psychologist visits and were calculated at 
$1,021 per annum per woman.
Health Inequities and Intimate Partner Violence
Women’s ability to access the resources they need to address IPV and its health 
consequences may be shaped by their social location, cultural context, and history. Policy­
makers, researchers, and practitioners are increasingly adopting an intersectional approach to 
understand how women’s health and experiences are informed not only by sex and gender, but 
also by the interaction of social position (e.g., race, ethnicity, class, geography, age, ability, 
religion) and the impact of systemic oppression (e.g., racism, classism, sexism, ableism, 
homophobia) (Hankivsky, Cormier, de Marich, 2009; Varcoe, Hankivsky, & Morrow, 2007). 
Echo is an agency of Ontario’s Ministry of Health and Long-Term Care whose aim it is to raise 
awareness of health issues and needs specific to women and to advocate for improved health for
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women through gender-based analysis, research, and knowledge dissemination (Echo, 2011). 
Recently, Echo published a framework for women’s health in Ontario (2011), the mission of 
which is to reduce the health and health service inequities women experience as a result of social 
location by promoting an intersectional approach to developing and implementing health 
services that better address the diverse needs of women in Ontario.
Intersectionality is a branch of third wave feminist theory (Weldon, 2008) originally 
developed by Black American feminists who expressed concern that the feminist movement 
spoke solely for White, upper-middle class women and did not take into account their 
experiences of oppression as racialized women (hooks, 1981; Spelman, 1988). At its core, 
intersectionality is concerned with the interaction of multiple social identities such as gender, 
race and ethnicity, within diverse historical and situational contexts, as well as the intersection of 
experiences of oppression such as sexism, racism, and classism (Burgess-Proctor, 2006; Weber 
& Parra-Medina, 2003; Hankivsky, Cormier, & de Marich, 2009; Collins, 1990; Crenshaw,
1995; Varcoe, Hankivsky, & Morrow, 2007; Weldon, 2008).
Intersectionality is an ideal perspective from which to analyze women’s experience of 
inequities in addressing IPV and its health consequences because it recognizes that it is the 
intersection of multiple social locations, not just gender, as well as systemic discrimination that 
affects health outcomes and ability to access health services (Hankivsky, 2007; Varcoe, 
Hankivsky, & Morrow, 2007). This differs from traditional biomedical models of health, where 
individuals belonging to certain races, classes, and genders among others, are seen as engaging 
in ‘risky lifestyle behaviours’ such as tobacco use, inactivity, and poor diet and thus, at fault for 
their poor health (Hankivsky, Cormier, & de Marich, 2009; Raphael, 2009; Raphael, 2004). Yet, 
researchers have found that poor social and economic conditions, disproportionately experienced
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by individuals and communities based on race, income, gender, and class among others, play a 
more significant role in predicting disease than lifestyle behaviours (Davey Smith & Gordon, 
2000; Johnson et al., 2003; Lawlor, Ebrahim, & Davey Smith, 2002; Raphael, 2009). These 
conditions, also referred to as the social determinants of health, include working conditions, 
employment security, health services, social safety nets, early childhood development, housing, 
social exclusion, income, education, and food security, among others (Raphael, 2009). Lifestyle 
factors play a minor role in the development of illness; it is the social determinants of health that 
are more predictive of diseases such as stroke, cardiovascular disease, type 2 diabetes, 
respiratory disease, and stomach cancer (Davey Smith & Gordon, 2000; Johnson et al., 2003; 
Lawlor, Ebrahim, & Davey Smith, 2002).
Health services are a social determinant of health critical for women who have recently 
left an abusive partner. Access to health services that fit with their needs is essential for women 
to effectively address and improve the negative mental and physical health outcomes of IPV. 
Researchers have demonstrated how lack of access to health services and poor fit of services 
with needs are related to negative mental and physical health outcomes (Shi et al., 2002; Shi et 
al., 2004; Starfield, 2005). If women’s health improves as a result of access to appropriate and 
effective health care, they may experience increased functional capabilities, allowing them to 
improve their quality of life through employment, material supports, self-care, parenting, and 
contributing to their communities. Yet, little is known about the health service use patterns of 
women transitioning out of an abusive relationship.
Health service inequities based on social location and systemic discrimination are well 
documented. Barriers to accessing health services, and poor fit of services with needs have been 
shown to disproportionately affect low income, as well as Aboriginal and visible minority
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individuals (Asada & Kephart 2007; Fiscella et al, 2000; Fiscella & Franks, 2005; Flores & 
Toraiany-Korman, 2008; Mayberry, Mili, & Ofili, 2002; Saha, Arbelaez, & Cooper, 2003; 
Smedley, Stith & Nelson, 2003). Researchers have shown that health service inequities are 
present in Canada, where government-funded health care is positioned as a system built on 
principles of equitable distribution and universal accessibility (Asada & Kephart, 2007; Tang & 
Browne, 2008). However, there is an implicit assumption that all Canadians can afford the costs 
associated with health services, such as transportation, prescription and over the counter drugs, 
assistive devices, lost wages, and child care (McGibbon, 2009). Moreover, there is a lack of 
acknowledgment that Canadians may experience systemic barriers to accessing good quality 
health care, such as racism, classism, and sexism, as well as geographical location (McGibbon, 
2009). Researchers have found that social location privileges some Canadians over others when 
it comes to health services (Dunlop et al., 2000; Frolich, Ross, & Richmond, 2006; McGibbon, 
2009; Mulvale & Hurley, 2008; Nabalamba & Millar, 2008; Tang & Browne, 2008). Yet, for 
women who have recently left an abusive partner, few studies have examined the impact that 
social location may have on their ability to access and benefit from Canadian health services.
In summary, IPV is the most common form of gender-based violence worldwide. In 
addition to being female, women who have lower income and belong to an Aboriginal and/or 
visible minority population face greater risk of experiencing IPV. The negative mental and 
physical health consequences of IPV are potentially disabling for women, affecting their ability 
to obtain the supports and resources necessary for better health and quality of life, as well as for 
sustaining separation from an abusive partner. Women’s ability to access health services that fit 
their needs may be shaped by the intersection of multiple social locations and processes of 
oppression. Yet, few studies have addressed variations in the health service use patterns of
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women transitioning out of an abusive relationship. Moreover, differences in health services use 
patterns among women based on the intersection of their social locations is not well understood, 
particularly in a Canadian health care context. Understanding differences in accessing and 
benefitting from health services among women who have recently left an abusive partner is 
essential for informing and implementing health programs and other resources crucial for 
improving women’s mental and physical health and quality of life.
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Chapter II: Manuscript 
Background
Intimate partner violence (IPV) remains a significant global health and social issue, which 
occurs across countries, classes, ages, races, cultures, sexualities, and religions (Krug, Dahlberg, 
Mercy, Zwi & Lozano, 2002). IPV is defined as “behaviour within an intimate relationship that 
causes physical, sexual or psychological harm, including acts of physical aggression, sexual 
coercion, psychological abuse, and controlling behaviour” (World Health Organization, 2010a). 
IPV is the most prevalent form of gender-based violence and is experienced disproportionately 
by women, especially low income women and those who are from Aboriginal or visible minority 
groups (Brownridge, 2008; Caetano, Ramisetty-Mikler, & Harris, 2010; Fox & Benson, 2006; 
Tjaden & Thoennes, 2000). In Canada, at least 1 in 4 Canadian women will experience some 
form of violence at the hands of an intimate partner during their lifetime (Statistics Canada, 
1993).
IPV results in a multitude of long-lasting mental and physical health consequences for 
women (Campbell, 2002; Ford-Gilboe et al., 2009; Golding, 1999; Rivara et al., 2007). Key 
health challenges faced by women who have experienced IPV, such as chronic pain and 
depression, may impede their ability to carry out important functions such as employment and 
parenting, decreasing their quality of life, and ability to contribute to their communities (Cohen 
& Maclean, 2004; Coker, Smith, & Fadden, 2005). Not surprisingly, women who have 
experienced IPV also utilize health services more often than the general population, particularly 
primary health care (PHC) services such as general practice physicians, mental health and social 
services, as well as urgent care (Bonomi, Anderson, Rivara & Thompson, 2009; Lipsky & 
Caetano, 2007; Rivara et al., 2007). Indeed, the cost of IPV-related health care is considerable,
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with estimates ranging from $408 million to $1.5 billion annually in Canada (Day, 1995;
Greaves, Hankivsky & Kingston-Riechers, 1995).
In addition to IPV-related health challenges, women who have recently left an abusive 
partner often contend with significant losses of income and material supports, the combination of 
which, may force them back into abusive relationships (Anderson & Saunders, 2003). However, 
women’s ability to access the resources critical for improving their health, quality of life, and 
ultimately, sustaining separation from abusive partners, may be shaped by their social location 
(e.g. class, race, ability, gender) and processes of systemic oppression (e.g. racism, classism, and 
sexism) (Hankivsky, Cormier, & de Marich, 2009; Varcoe, Hankivsky, & Morrow, 2007).
Barriers to health service access (referred to hereafter as unmet need) and poor fit of health 
services have been linked to social location and structural discrimination, particularly low 
income and racialization (experiences of racism by Aboriginal peoples and visible minorities) 
(Asada & Kephart 2007; Davey Smith & Gordon, 2000; Fiscella & Franks, 2005; Johnson et al., 
2003; Mayberry, Mili, & Ofili, 2002; Saha, Arbelaez, & Cooper, 2003; Smedley, Stith, &
Nelson, 2003). However, little is known about whether intersecting social locations shape 
patterns of health service use among women who have recently left an abusive partner, 
especially in a Canadian health care context. Thus, the purpose of this study was to examine 
patterns of PHC service use among women who have recently left an abusive partner, and 
furthermore, to determine whether these patterns differ based on conditions of relative advantage 
or disadvantage within this group, specifically related to income and racialization.
Literature Review
The health services most frequently used by women who have experienced IPV, fall 
under the umbrella of PHC services, particularly general practitioners physicians (including
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family doctors), counselling and social services, as well as urgent care centres (Bonomi et a l, 
2009; Colombini, Mayhew & Watts, 2008; Garcia-Moreno, 2002; Hegarty & Bush, 2002; Rivara 
et al., 2007; Varcoe, Hankivsky, Ford-Gilobe et al., 2011). PHC refers to both a model and a 
philosophy of health care and is based on the recognition that the promotion and sustainability of 
health is inherently shaped by the diverse social, political, environmental and economic contexts 
of countries and communities (World Health Organization, 1978). The World Health 
Organization (WHO) (1978) asserts that, as the foundation to the health and social well-being of 
people in every country, governments have a responsibility to provide equitable access to PHC 
that is available to people in their own communities and that is based on principles of public 
participation, health promotion, accessible skills and technology, as well as intersectoral 
cooperation between health and social service disciplines.
Primary Health Care Services and Health Outcomes
There is good evidence that access to PHC services positively impacts the mental and 
physical health of individuals and populations (Agency for Healthcare Research and Quality, 
2004; Baker et al., 2002; Shi et al., 2004; Starfield, 2005). In U.S. studies, researchers have 
found that communities in which there is access to PHC centres have higher documented rates of 
preventative health services, such as Pap smears, immunizations, and prenatal care, and report 
better population health outcomes than other communities (Agency for Healthcare Research and 
Quality, 2004; O’Malley et al., 2005; Regan et al., 2003). Furthermore, researchers in the U.S. 
have found that both access to, and fit of, primary medical services in a PHC system, such as 
those provided by a family doctor, general practice physician, or nurse practitioner, are key in 
detecting illness and disease in their early stages and producing better mental and physical health 
outcomes (Bindman et al., 1996; Green 1996; Greenfield, Rogers, Mangotich, Carney, & Tarlov,
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1995; Shi, 1994; Starfield, 1998; Shi, 1992; Shi & Starfield, 2000; Shi et al., 2002; Shi et a l, 
2004; Starfield, 2005; Vogel & Ackerman, 1998). Moreover, patients who access counselling 
services in PHC settings, such as those provided by counsellors, social workers, psychologists, 
and psychiatric nurses without the requirement of a referral, report significant improvements in 
depressive symptoms, anxiety, self-esteem and quality of life over time (Baker et al., 2002; 
Greasley & Small, 2005; Nettleton et al., 2000). However, few Canadian studies have examined 
the impact of either unmet need or poor fit of PHC services on the mental and physical health of 
Canadian individuals and their communities.
PHC services have the potential to improve the potentially disabling mental and physical 
health consequences of IPV. Moreover, with better health, women have greater opportunities to 
rebuild the economic and material resources they may have lost after leaving an abusive 
relationship due to loss of household income, unemployment, child care, transportation and food, 
as well as legal costs related to custody and child support (Anderson and Saunders, 2003; 
Bianchi, Subaiya, & Kahn, 1999; Sullivan et al., 1992). Indeed, there is evidence that income is 
the most powerful predictor of women deciding to leave abusive relationships and not return 
(Anderson and Saunders, 2003). Thus, PHC services that help to improve women’s mental and 
physical health may also increase their ability to regain financial resources, and ultimately, to 
sustain separation from abusive partners.
Inequities in Health
Women’s ability to address IPV and its health consequences through access to supportive 
resources, including PHC services, may be shaped by their social locations and experience of 
institutional discrimination. An intersectional perspective, the lens through which this study is 
undertaken, examines the impact of multiple intersections of social locations (e.g., race,
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ethnicity, class, geography, age, ability, religion) and processes of systemic oppression (e.g., 
racism, classism, sexism, ableism, homophobia) on health, health outcomes, and health 
inequities (Hankivsky, Cormier, & de Marich, 2009; Varcoe, Hankivsky, & Morrow, 2007). The 
social and economic resources critical for promoting and sustaining health, including working 
conditions, employment security, health services, social safety nets, early childhood 
development, housing, social exclusion, income, education, and food security, are inequitably 
distributed, determined by social and structural conditions based on race, class, and gender 
among others (Raphael, Bryant, & Rioux, 2006; Raphael, 2009). The disparity in the availability 
of these social determinants of health results in health inequities, which the World Health 
Organization (2010b) describes as differences in the morbidity and mortality of populations that 
are both preventable and unjust.
The most significant predictor of health inequities around the world is low income (Adler 
& Rehkopf, 2008; Dunn, 2002; Fumee & Pfann, 2010; Marmot & Wilkinson, 1999; McGrail et 
al., 2009). In this thesis, low income refers to the inability of households to afford the standard of 
living relative to households of similar size living in similar areas (Statistics Canada, 2011). 
Canada uses low income cut-offs (LICOs), which are intended to convey the annual household 
income level at which a family is likely to spend 20% more on basic necessities such as food, 
housing, and clothing than the average family (Statistics Canada, 2011). For example, in 2010, a 
family of 2 living in a metropolitan area (between 100,000 and 499,999 people) with an annual 
household income below or equal to $19,069 is considered low income, whereas a low income 
family of 4 has a household income of $29,996 or lower (Statistics Canada, 2011).
Among other conditions, low income has been linked to mental illness (Boyd, Chen, & 
Benton, 2009; Goyal, Gay, & Lee, 2010), hypertension and cardiovascular disease (Diez-Roux,
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Link, & Northridge, 2000; Mackenbach, Cavelaars, Kunst, & Groenhof, 2000), as well as cancer 
(Jones et al., 2006). In Canada, those living in the poorest 20% of urban neighbourhoods are 
significantly more likely to die from cancer, cardiovascular disease, diabetes, and respiratory 
diseases than those living in wealthier neighbourhoods (Wilkins, Berthelot, & Ng, 2002).
Another significant predictor of health inequities is Aboriginal and/or visible minority 
status, which is tied to racialization (experiences of systemic racism) stemming from historical 
trauma, oppression, segregation, and colonialism (Byrd & Clayton, 2000; Dressier, Oths, & 
Gravlee, 2005; Jones et al. 2006; Karlsen & Nazroo 2002; Kaufman et al. 1998; Marmot et al. 
1984; Navarro 1990; Nazroo 2003). Compared to their non-racialized counterparts, racialized 
Americans experience higher rates of hypertension, HIV, diabetes, and depression (Noh & 
Kaspar, 2003; Wong et al., 2002). In Canada, Aboriginal peoples live an average of five to seven 
fewer years than the general population (Canadian Institute for Health Information, 2004). 
However, there is a paucity of research examining the impact of non-Aboriginal racialization on 
health in a Canadian context. Moreover, studies often collect data on racialization by assigning 
participants to a category of “ethnicity”. Few studies have been conducted in which research 
participants have been asked to identify themselves as Aboriginal or members of a visible 
minority group.
Inequities in Access to and Fit of Primary Health Care Services
Access to PHC services that fit with women’s needs have the potential to improve the 
health and lives of women who are transitioning out of an abusive relationship. Much like other 
social determinants of health, access to health services is shaped by the intersection of multiple 
social locations and experiences of systemic oppression, especially low income and racialization. 
Even with government funded universal health care, there is evidence of health service access
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inequities in Canada (Asada & Kephart, 2007; McGibbon, 2009) The Canada Health Act ensures 
Canadians universal access to “medically necessary” physician and hospital health services 
(Health Canada, 2010). However, the expenses involved in accessing health services and 
following-up with recommended care, such as transportation, lost wages, child care, prescription 
drugs, and assistive devices are not covered by the Act and may result in unmet need for 
Canadians who cannot afford them (Asada & Kephart, 2007; Dunlop et al., 2000; Gadalla, 2008; 
McGibbon, 2009; McGrail et al., 2009; Mulvale & Hurley, 2008). Moreover, without private 
insurance plans, Canadians must pay out of pocket for important health services, such as 
counsellors and dentists. Although the number of studies is limited, researchers have recently 
found that low income Canadians have more unmet need in accessing both general practitioners 
and specialists than their higher income counterparts (Asada & Kephart, 2007). In countries with 
health care systems similar to Canada such as Australia and the United Kingdom, those with low 
incomes are also more likely to have unmet need in accessing specialist services than higher 
income individuals, but are equally or more likely to access general practitioner services (Achat 
et al., 2010; Morris, Sutton & Gravelle, 2005; van Doorslaer, Masseria, Koolman, & OECS 
Health Equity Research Group, 2006).
Researchers have also found that low income individuals are more likely than their higher 
income counterparts to experience poor fit of service with their needs (Bell et al., 2001; Fiscella 
et al, 2000; Simpson, et al., 2005). In the US, Simpson and colleagues (2005) found that parents 
of low income children were more likely than other income groups to report difficulty getting 
appropriate care and specialist referrals, and to report that health care providers did not listen 
carefully to them, explain things clearly, or show respect for what they had to say. However, few
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Canadian researchers have examined the impact of income on unmet need and fit of health 
services.
Racialized individuals are also more likely than their White counterparts to face unmet 
need in accessing health services (Mayberry, Mili, & Ofili, 2002; Smedley, Stith & Nelson,
2003) and to experience poor fit of health services with their needs (Fiscella & Franks, 2005; 
Flores & Tormany-Korman, 2008; Saha, Arbelaez & Cooper, 2003; Schneider, Zaslavsky & 
Epstein, 2002). Reasons documented for unmet need and poor fit of service include inconsistent 
sources of care, lack of affordable transportation, not being referred to specialists, inability to 
afford prescription medications, physicians’ lack of time and respect, as well as participants’ 
own challenges with language (Flores & Tormany-Korman, 2008; Saha et al., 2003). Yet, little is 
known about racialized individuals’ experiences of unmet need and fit of health services in a 
Canadian health care context.
Racialized individuals are also more likely to be poor than their White counterparts 
(Adelson, 2005; Anderson, 2006; Browne, 2007; Clark et al. 2002; Culhane, 2003). However, 
even after controlling for income, racialized people have been found to have poorer health and 
more unmet need in accessing health services than non-racialized people (Mayberry, Mili, & 
Ofili, 2002; Smedley, Stith & Nelson, 2003). Although many racialized individuals experience 
the intersectional impact of multiple social locations such as race and class (Clark et al. 2002), 
the impact of race and income on health has generally been studied by focusing on one of these 
factors and controlling for the other. Few studies have examined the intersectional impact of 
income and racialization on health and health service use patterns.
Thus, a significant way in which health inequities may be manifested is through unmet 
need in accessing health services and poor fit of services with needs. This is particularly evident
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for low income and racialized individuals. However, the way in which racialization and income 
may shape patterns of health service use among women who have recently left an abusive 
partner has not been systematically studied, particularly in a Canadian context. This study seeks 
to develop new insights into whether differences in the intersection of racialization and income, 
among women who have recently left an abusive partner, privilege some women over others in 
terms of access to PHC services, fit of services with needs, and, ultimately, women’s mental and 
physical health. IPV is preventable and so too are the catastrophic societal and health care costs 
associated with it; understanding the health service needs of women who are transitioning out of 
an abusive relationship is crucial in developing the kinds of policies, programs, and services that 
effectively address the diverse needs of women who have been abused, support them through the 
transition of leaving an abusive partner, and reduce the personal and societal costs of IPV.
Research Questions and Hypotheses
The purpose of this study was to examine, among women who had recently left an 
abusive partner, differences in PHC service utilization based on income and racialization in 
terms of: 1) unmet need in accessing services; 2) fit of service with needs; and, 3) differences in 
mental and physical health by unmet need and fit of service. Specific objectives and hypotheses 
are detailed below. A diagram illustrating this study’s hypotheses is shown in Figure 1.
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Figure 1. Diagram o f this Study’s Hypotheses
SOCIAL LOCATION PHC SERVICE USE HEALTH
Research Questions
Among women who have recently left an abusive partner:
Research question 1. What is the pattern of PHC service utilization in terms of: a) level 
of service use; b) extent of unmet need in accessing services; and c) degree to which services fit 
women’s needs?
Research question 2. Do PHC service use patterns (i.e. level of service use, extent of 
unmet need in accessing services, and degree to which services fit with women’s needs) vary by 
selected demographic variables?
Research question 3. Does the level of PHC service use vary by income and 
racialization?
Research Hypotheses
Among women who have recently left an abusive partner:
Hypothesis 1: Racialized women will report higher rates of unmet need than non-
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racialized women.
Hypothesis 2: Racialized women will report poorer fit of service than non-racialized 
women.
Hypothesis 3: Women who report unmet need will report significantly lower incomes 
than those who report no unmet need.
Hypothesis 4: The extent to which PHC services fit with women’s needs will be 
positively related to income.
Hypothesis 5: Women who experience the intersection of both lower income and 
racialization will report more unmet need than women who are: a) racialized and higher income; 
b) lower income and non-racialized; and, c) both non-racialized and higher income.
Hypothesis 6: Women who experience the intersection of both lower incomes and who 
are racialized will report poorer fit of health service with needs than participants who are: a) 
racialized and higher income; b) lower income and non-racialized; and, c) both non-racialized 
and higher income.
Hypothesis 7: Women who report unmet need will report poorer mental and physical 
health than those who report no unmet need.
Hypothesis 8: The extent to which PHC services fit with women’s needs will be 
positively related to their mental and physical health.
Methods
Design and Sample
In this cross-sectional study, a quantitative secondary analysis was conducted using data 
from Wave 2 of the Women’s Health Effects Study (WHES) (Ford-Gilboe et al., 2009). The 
WHES is a longitudinal examination of the health of women who had experienced IPV but who,
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at baseline, were no longer living with an abusive partner. Five waves of data were collected at 
twelve month intervals over four years (2005 to 2009).
The WHES cohort was established between 2004 and 2005, and initially recruited 358 
women through advertisements in libraries, community centres, health services, IPV advocacy 
organizations, and through media in New Brunswick, British Columbia, and Ontario. Interested 
participants called a toll free number and spoke to a research coordinator, who assessed callers 
for study eligibility using a modified version of the Abuse Assessment Screen (AAS) 
(McFarlane, Parker, Soeken, & Bullock, 1992). Eligibility criteria included the ability to speak 
and understand English, separation from an abusive partner up to three years previously, and 
being 18 to 65 years of age. Women were asked to participate in a nurse-administered, in-person 
interview annually for five years. Because women’s perceptions about the quality of health care 
services they received was not asked until Wave 2, the sample for this secondary analysis of the 
WHES consisted of the 286 women who participated in Wave 2.
O f the 358 women who agreed to participate in the WHES, 49 withdrew prior to 
completing the Wave 1 interview because they changed their minds about participation, 
experienced more significant health challenges, felt there were safety risks to participation, or 
could not be located (Ford-Gilboe et al., 2009). At baseline, women self-identified as being out 
of an abusive relationship for between 3 months to 3 years. Fifty-nine percent of women (n =
182) had been in multiple abusive relationships, and 40% reported ongoing abuse from former 
abusive partners, despite having left those relationships on average of 20 months beforehand 
(Ford-Gilboe et al., 2009). At baseline, the WHES sample was comparable to Canada’s female 
population of the same age (18-65, M=39.4 years) in terms of proportion with some post­
secondary school completed (61.2% compared to 60.5%) and visible minority status (16.8% and
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16.2%) (Varcoe et al., in press). However, WHES participants were less likely to be employed 
(45% versus 57.5%) and had lower mean incomes ($20,391 versus $27,653) than women in the 
general population. Additionally, the proportion of Aboriginal women in the study (7.4%) was 
somewhat higher than the proportion in the general Canadian population (3.5%) (Statistics 
Canada, 2006c; Statistics Canada, 2010; Varcoe, Hankivsky, Ford-Gilobe et al., 2011).
At Wave 2, a further 18 (5.9%) women did not complete the survey, leaving a sample of 
286 for Wave 2 (94% of the original cohort). To ensure that the study was sufficiently powered, 
sample size calculations were obtained using G*Power 3.1 (Faul, Erdfelder, Buchner, & Lang, 
2009; Faul, Erdfelder, Lang, & Buchner, 2007), for both chi square and /-tests, with an effect 
size of 0.5, alpha error probability of 0.05, and power of 0.8. The sample required for the chi 
square test was 52 and 128 for the /-test; thus, the sample of 286 in Wave 2 was deemed to be 
sufficient for the analysis.
Characteristics of women who took part in Wave 2 are summarized in Table 1. Overall, 
participants ranged in age from 20 to 64, with a mean age of 40.58 years (SD = 9.91). On 
average, women had completed 13.37 years (SD = 2.59) of education.
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Table 1
Abuse History and Demographic Characteristics o f  Women in Wave 2 o f the WHES (N=286)
Abuse History and Demographic Characteristics an (%)b’c
History of Physical and Non-Physical Abuse in the Past Year:
Abuse by Index Partner 152 53.1
Abuse by Other Partner 65 22.7
Abuse by Index or Other Partner 188 65.7
Harassment:
Harassment by Index Partner in the Past 12 Months 155 54.2
Harassment by Other Partner in the Past 12 Months 45 15.7
Employment Status:
Employed full-time 104 36.4
Employed part-time 45 15.7
Unemployed 132 46.2
Dependent Children:
Living with children <18 yrs 159 55.6
Marital Status:
Married 27 9.4




“Frequencies may not sum to 286 due to missing responses on some variables. 
bPercentages may not sum to 100 due to rounding error.
“Reporting numbers and frequencies unless otherwise stated.
Data Collection
Data collection for Wave 2 of the WHES was completed in 2005 and 2006. Women 
participated in a structured interview administered by a Registered Nurse that elicited 
information about women’s demographic characteristics, abuse histories, financial, social, and 
personal resources, physical and mental health, along with a health assessment, which included 
both biophysical and observational measures. Ethics approval for the WHES was obtained from
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The University of Western Ontario Review Board for Health Sciences Research Involving 
Human Subjects.
Interviews were scheduled at a time and place most convenient for women. Participants 
were given the option of completing the interview via telephone if the distance to travel for a 
face-to-face meeting was too far (i.e. 2 or more hours from the study site). In addition, women 
were compensated $30 for their participation, as well as any incurred transportation and 
childcare costs. Data were collected using computer assisted date entry (CADE). For 
confidentiality purposes, each participant was assigned a code number.
Written consent was obtained on enrollment and re-affirmed at each wave. Participants 
were assured of the confidential nature of their responses. Interviewers also emphasized that 
participation was voluntary and that they could stop the interview or participation in the study at 
any time. A comprehensive safety protocol was used in all interactions between participants and 
the research team (Ford-Gilboe, Wuest, Varcoe et al., 2009).
Measurement
A combination of established summated rating scales and survey questions was used to 
measure the study variables. Details of the measurement approach for each category of variable 
(i.e. social location, pattern of PHC service use, health status) follows.
Social location. Income was measured using women’s self-report of their annual income 
from all sources (household income) in the previous year and is reported as a continuous 
variable. Racialization was derived from two measures of women’s self-reports of: 1) whether 
they belonged to a visible minority group (yes/no); and, 2) with which cultural group they 
identified (including Aboriginal). Women were considered to be racialized if they self-identified 
as belonging to a visible minority group and/or identified themselves as Aboriginal. According
45
to the Employment Equity Act of Canada, the term ‘visible minority’ refers to “persons, other 
than Aboriginal peoples, who are non-Caucasian in race or non-white in colour” (Statistics 
Canada, 2009). Aboriginal peoples refers to the “the indigenous inhabitants of Canada...to Inuit 
and to First Nations and Métis people....to organic political and cultural entities that stem 
historically from the original peoples of North America, rather than collections of individuals 
united by so-called 'racial' characteristics” (Royal Commission on Aboriginal Peoples, 1996, p. 
xii). The experience of racism may differ for individuals who identify as belonging to a visible 
minority group and may be dealing with issues of immigration status for example, compared to 
those who identify as belonging to an Aboriginal group and contend with the historical trauma of 
colonialism. In the WHES, there were women who identified as Aboriginal, but not as a visible 
minority. Thus, as racialization impacts individuals belonging to visible minority and Aboriginal 
groups it was important to create a variable that reflected both.
Primary health care services. PHC service use, unmet need, and fit of service were 
measured using questions drawn from a modified version of the Health and Social Service 
Utilization Survey (HSSUS) (Browne et al., 1990) (see Table 2). The HSSUS was developed for 
use in Canada by Browne et al. based on Spitzer, Roberts and Delmore’s (1976) Utilization and 
Financial Index (Spitzer, Roberts, & Delmore, 1976) and consists of a series of questions about 
eight categories of health and social service use including: doctor’s visits, hospitalizations, 
community support programs, medications, complementary therapies, medical procedures, blood 
tests, and transportation costs. In Wave 2 of the WHES participants were asked, if they had used 
a given health service in the previous month (yes/no), and if so, how many visits they had made. 
If they had not accessed a given health service they were asked whether they needed, but were 
unable to access the service (i.e. unmet need) (yes/no). In addition, participants who had used a
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service were asked to rate how well the given service had fit with their needs, on a scale ranging 
from ‘very well’ to ‘not well’ (fit of service). The PHC services examined in this study do not 
reflect all PHC services, but represent the ones most likely to be used by women who have 
recently left an abusive relationship, are accessed on outpatient basis, and which women can 
access directly (i.e. without a referral from another source).
Table 2





General Sum of number of visits to family doctor and
Practitioner general practice physician
Counsellor Sum of number visits to mental health 
practitioner, psychologist, and social worker
Combined Sum of number of visits to general practitioner 
and counsellor
PHC Unmet Need
General Needed, but unable to access family doctor or
Practitioner general practice physician
Counsellor Needed, but unable to access mental health 
practitioner or psychologist, or social worker
Combined Needed, but unable to access general practitioner 
or counsellor
PHC Fit of Service
General Mean of fit of service scores for family doctor
Practitioner and general practice physician
Counsellor Mean of fit of service scores for mental health 
practitioner, psychologist, and social worker
Combined Mean of fit of service scores for general 
practitioner and counsellor
Note. Abbreviations: PHC = primary health care.
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Women’s health. Women’s health was assessed using two well-established measures: 1) 
the 12-item Short-Form Health Survey, version 2 (SF12v2) (Ware, Kosinksi, Tumer-Bowker, & 
Gandek, 2002); and, 2) the Center of Epidemiologic Studies-Depression Scale (CES-D) 
(Comstock & Helsing, 1976; Radloff, 1977). First, the physical component score of the SF12v2 
was used as a measure of physical health (Ware et al., 2002). The SF12v2, derived from the 
SF36, uses 12 questions with 5 response choices to measure eight domains of physical and 
mental health. Using standardized scoring, several different scores can be created including the 
physical component score, which reflects level of physical functioning, role limitations due to 
physical problems, bodily pain, general health perceptions, energy and vitality (Ware & 
Sherboume, 1992; Ware, Kosinski, & Keller, 1996). Higher scores reflect greater health 
functioning. Normed scores, by gender and age group, have been published for the general 
population, such that a score of 50 reflects the population mean.
The SF12v2 demonstrated strong reliability among heart disease and stroke patients, 
prostate cancer patients, elderly urban individuals, and women exposed to IPV (Gore, 
Brandenburg, Dukes, Hoffman, Tai, & Stacey, 2005; McFarlane, Malecha, Watson, Gist, Batten, 
Hall, & Smith, 2005; Ware et al.). Among these samples, Cronbach’s alpha has ranged from .82 
to .87 for the physical component and .70 to .89 for the mental component. Test-retest reliability, 
based on intra-class correlations, reported for patients with rheumatoid arthritis, healthy 
community volunteers, and people with severe mental illnesses range from .73 to .84 and .71 to 
.80 for the physical and mental component scales, respectively, indicating good stability (Ware et 
al., 2002).
The Center for Epidemiologic Studies Depression Scale (CES-D) (Comstock & Helsing, 
1976; Radloff, 1977) was used as a measure of women’s mental health. Depressive symptoms
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commonly co-exist with other mental health problems, including generalized anxiety disorder, 
depression, social phobia, obsessive-compulsive disorders, and substance abuse (Conway, 
Compton, Stinson, & Grant, 2006; Devane, Chiao, Franklin, & Kruep, 2005; Regier, Rae, 
Narrow, Kaebler, & Schatzberg, 1998). This is especially true for posttraumatic stress disorder 
(Shalev et al., 1998), which is prevalent among women who have experienced IPV (Golding, 
1999). Thus, depressive symptoms can be an indication of overall mental health.
The CESD-D is a 20-item summated rating scale designed to measure four aspects of 
depression in the general population: 1) depressed affect; 2) reduced positive affect; 3) somatic 
and retarded activity; and, 4) interpersonal problems (Comstock & Helsing, 1976; Radloff,
1977). The frequency with which a person experiences depressive symptoms in the previous 
week is measured on a 4 point likert scale ranging from rarely or none of the time (0) to most of 
the time (3). Higher scores reflect a higher level of depression (possible range is 0 to 60). Cut 
scores have been established for absence of depressive symptoms (<16), mild to moderate 
depressive symptoms (>16 and <22), and severe depressive symptoms consistent with clinical 
depression (>22). The CES-D has been used to reliably measure depressive symptoms among 
women who have experienced IPV (Jarvis, Gordon & Novaco, 2005; Nurius et al., 2003; 
Sullivan, Bybee & Allen, 2002). For example, Sullivan, Bybee, and Allen (2002) found that 
compared to women without supports, women who had experienced IPV and who had access to 
community supports had decreased CES-D scores over time. In these studies Cronbach’s alpha 
ranged from .95 to .92, respectively. Cronbach’s alpha for this study was .77.
Data Analysis
Statistical analysis was performed using SPSS version 18. Descriptive statistics were first 
completed for all study variables. The distribution of the income was skewed (range of $2,400 to
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$500,000). To create a more normally distributed variable incomes of eight participants which 
were over $100,000 were recoded to $100,000. Differences in the study variables by specific 
characteristics were assessed using tests appropriate to the level of data (e.g. chi-square and t- 
tests). Associations between study variables were examined with Pearson’s r or Spearman’s rs 
correlation as appropriate. The strength of the relationships was assessed using Cohen’s (1988) 
criteria, where correlations are deemed weak (r = -+ .10 to -+ .29), moderate (r = -+ .30 to -+ 
.49), or strong (r = -+ .50 to -+ 1.0). Analyses conducted to address research questions used two- 
tailed tests, while hypotheses were tested using one-tailed tests.
Results
Descriptive statistics for social location and health variables are shown in Table 3.
Annual household income for women in this study was similar to women in the general 
population (Mdn = $20556, IQR = $12455-$35300 versus Mdn = $21,543) (Statistics Canada, 
2006b). Fewer women self-identified as belonging to a visible minority group in this sample than 
those who identified as such in Canada’s female population (15.6%, « = 45 versus 16.4%, n = 
5184,515) (Chui & Maheux, 2011; Statistics Canada, 2010). The number of Aboriginal women 
in this sample was twice that of women in Canada’s female population (7%, n = 20 versus 3.5%, 
n = 600,695) (Statistics Canada, 2006c; Statistics Canada, 2010).
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Table 3
Social Location and Health Characteristics (N=286)
Social Location and Health Characteristics
Racialization:
Aboriginal, an(%)b,c 20 (7%)
Visible minority, an(%)b,c 45(15.6%)
Aboriginal and/or visible minority, an(%)b,c 52(18.2%)
Income:
Annual Household Income, median (IQR) 20556 (12455-35300)
Annual Household Income, mean (SD) 27,964.84 (22,419.652)
Health Characteristics:
Physical health0, mean (SD) 45.21 (12.42)
Mental healthd, mean (SD) 22.33 (13.46)
Note. Abbreviations: IQR, interquartile range; SD, standard deviation.
“Frequencies may not sum to 286 due to missing responses on some variables. 
bPercentages may not sum to 100 due to rounding error.
cNorm value for SF12 v2 scale is 50 and based on the US population average (Ware et al., 2002). 
dCESD-D scale scores <16 indicate no depressive symptoms, scores 16-21 are indicative of mild to moderate 
depression symptoms, and scores >=22 are indicative o f clinical depression symptoms (Comstock & Helsing, 1976; 
Radloff, 1977).
Prior to the main analysis, associations between racialization, income and demographic 
variables were explored (Appendix A, Tables Al and A2). Racialized women reported 
significantly lower incomes than non-racialized women (M = $20,643.33, SD = $17,460.64 
versus M=  $29,545.26, SD = $23,081.11), (/(88) = 3.0,p  -  .0015). Women who were employed 
reported higher incomes than those who were unemployed (M = $34,817.36, SD = $25,303.97 
versus M = $20,097.07, SD = $15,188.85), (t(275) = -5.57,p  < 0.001). No other associations 
were observed.
The mean score for overall physical health was 45.21(57) = 12.42) on the SF12v2, which 
is lower than the US population norm score of 50. In terms of mental health, on the CES-D, 
49.3% (« = 141) of women reported severe symptoms consistent with clinical depression, 
compared to 12.3% of women in the general Canadian population (Weissman et al., 1996).
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Racialized and non-racialized women did not differ on mental or physical health; 
however, income was related to both physical and mental health. As women’s income increased, 
their physical health improved (r = .22, p  < .001) and they experienced fewer symptoms of 
depression (r = -.28, p  < .001).
Research Questions
Research question 1. The pattern of PHC service utilization (Table 4) was examined in 
terms of: a) level of service use; b) extent of unmet need in accessing services; c) degree to 
which services fit with women’s needs.
Primary health care: service use. Sixty-four percent (n = 183) of women reported using 
a PHC service in the previous month, with 43.9% (n = 72) of them making 2 or more visits. Of 
the 23.1 % (n = 66) of women who saw a counsellor, half (51.5%, n = 34) made two or more 
visits in the past month.
Primary health care: unmet need. Overall, relatively few women (11.5%, n = 33) 
reported needing but not being able to access PHC services in the previous month, with 7% (n = 
20) reporting inability to access a counselor and 5.2% (n =15) reporting inability to access a 
general practitioner.
Primary health care: f it  o f  service. Overall, 25.4% (n = 46) of women who reported 
using a PHC service reported that services met their needs somewhat well or not well, with 6.6% 
(n = 12) of these reporting that a service did not meet their needs. However, the majority of 
women (74.6%, n = 135) reported that the PHC service they accessed met their needs well or 
very well. The average fit of service for combined PHC services was 3.17 (SD = 0.937) on a 4- 
point scale. Women ranked the fit of counsellor services with their needs slightly higher (M= 
3.21, SD = 0.96) than general practitioner services (M=  3.13, SD -  0.98).
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Table 4
Primary Health Care Service Use, Number o f Visits, Unmet Need, and Average Fit o f  Service 
(N=286)
Health Service Service Use Number of Visits Unmet Need Average Fit of 
Service0
na(%)b Range Mean (SD) na(%)b Mean (SD)
General
Practitioner 164(57.3%) 1-10 1.72(1.159) 15(5.2%) 3.13(0.980)d
Counsellor 66(23.1%) 1-6 1.98(1.283) 20(7.0%) 3.21(0.956)°
Combined 183(64.0%) 1-10 2.26(1.626) 33(11.5%) 3.17(0.937)f
Note. Abbreviations: PHC, primary health care services; SD, standard deviation.
“Frequencies may not sum to 286 due to missing responses on some variables. 
bPercentages may not sum to 100 due to rounding error.
cFit o f service refers to how well participants rated fit o f service with their needs: 1, not well; 2, somewhat well; 3,




Research question 2. How PHC service patterns (i.e. level of service use, extent of 
unmet need in accessing services, and degree to which services fit with women’s needs) varied 
by selected demographic variables was examined.
Primary health care: service use. Compared to their employed counterparts, unemployed 
women made significantly more visits each month to general practitioners (/(215) = 3.34,/? < 
0.001) (M = 1.26, SD = 1.46 versus M=  0.77, SD = 0.92), counsellors (t(202) = 2.86,/? = .0025) 
(M = 0.30, SD = 0.73 versus M =  0.66, SD = 1.29), and combined PHC services (¿(212) = 4.23,/? 
< .001) (M=  1.92, SD = 2.01 versus M =  1.06, SD = 1.24). Additionally, women living with 
dependent children made significantly more visits to counsellors in the previous month than 
those not living with children (M = 0.57, SD = 1.23 versus M=  0.32, SD = 0.71), ¿(261) = -2.17, 
/? = .031. The number of PHC visits made was not related to women’s age, education, or marital 
status.
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Primary health care: unmet need. Only women’s age was related to unmet need.
Women who needed but were unable to access a counsellor (¿(281) = 2.79,p  = .006) (M= 34.8, 
SD = 9.93 versus M=  41.07, SD = 9.67), or combined PHC services <7(281) = 2.42, p  = .016) (M  
= 36.79, SD = 9.86 versus M=  41.14, SD -  9.7) were significantly younger than those without 
unmet need.
Primary health care: f i t  o f  service: Employed participants rated the fit of general 
practitioner and combined PHC services significantly better than their unemployed counterparts 
(M=  3.37, SD = 0.87 versus M=  2.94, SD = 1.03; ¿(161) = -2.89,/> = 0.002 and M=  3.33, SD = 
0.878 versus M=  3.02, SD = 0.97; ¿(178) = -2.204,p  = 0.015). Women living with dependent 
children reported poorer fit of general practitioner services than participants not living with 
children (M=  3.00 (SD = 0.988) versus M=  3.29 (SD = 0.954), ¿(161) = 1.87,p  = 0.0315.
Research question 3. Differences in PHC use by income and racialization were 
examined. There was a weak negative relationship between income and number of combined 
PHC service visits, r = -0.14,p  = 0.02. Furthermore, racialized women made more visits to 
counselors than their non-racialized counterparts (M = 1.73, SD = 1.761 versus M=  1.38, SD = 
1.38) (¿(63) = -1.96,/? = 0.023).
Tests of the Hypotheses
Hypothesis 1. Racialized women did not report higher rates of unmet need than non- 
racialized women across any of the 3 categories of PHC services (i.e. general practitioner, 
counsellor, and combined PHC services) (Table 5). Therefore, hypothesis 1 was not supported.
Hypothesis 2. Differences in the fit of PHC services by racialization were examined 
(Table 5). No differences in the fit of service were noted for racialized and non-racialized women 
across all 3 categories of service. Therefore, hypothesis 2 was not supported.
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Table 5
Differences in Unmet Need and Average Fit o f  Service with Needs by Racialization (N=286)
Unmet Need and Average Fit of Service
Unmet Need an(%)b Average Fit of Servicec





































Note. Abbreviations: PHC, primary health care services; SD, standard deviation.
“Frequencies may not sum to 286 due to missing responses on some variables. 
bPercentages may not sum to 100 due to rounding error.
T it o f  service refers to how well participants rated fit o f service with their needs: 1, not well; 2, somewhat well; 3, 
well; 4, very well.





Hypothesis 3. Across all 3 categories of PHC services, women who reported unmet need 
did not report lower annual incomes than women who reported no unmet need. Thus, hypothesis 
3 was not supported.
Hypothesis 4. As hypothesized, the extent to which PHC services fit with women’s 
needs was positively, but weakly related to income for fit of general practitioner services (r =
0.16 ,p  = 0.02) and combined PHC services (r = 0.16,/? = 0.02). However, there was no 
association between fit of counseling services and income. Thus, hypothesis 4 was partially
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supported.
Hypothesis 5. The intention was to examine whether women who experienced the 
intersection of both lower income and racialization reported more unmet need than women who 
were: a) racialized and higher income; b) lower income and non-racialized; and, c) both non- 
racialized and higher income. However, given that no difference in unmet need was found 
between racialized and non-racialized women (hypothesis 1), and income was not related to 
unmet need (hypothesis 3), hypothesis 5 was not tested.
Hypothesis 6. As with hypothesis 5, the intention was to examine whether women who 
experienced the intersection of both lower income and racialization reported poorer fit of PHC 
service compared to women who were: a) racialized and higher income; b) lower income and 
non-racialized; and, c) both non-racialized and higher income was. Although there was partial 
support for hypothesis 4 (i.e. income was positively related to fit of services), no differences in 
fit of service were observed between racialized and non-racialized women. Thus, hypothesis 6 
was not tested.
Hypothesis 7. No differences in mental health or physical health were found for women 
who reported unmet need versus those who did not report unmet need across all 3 PHC 
categories. Therefore, hypothesis 7 was not supported.
Hypothesis 8. The association between fit of PHC services with women’s physical health 
and depressive symptoms was examined. As hypothesized, the fit of both general practitioner 
and combined PHC services was positively related to women’s physical health (r = 0.23,p  <
.001 and r = 0.18,/? = .01, respectively) and negatively related to symptoms of depression (r = - 
0.22, p  = .05 and r = -.22, p  = .01, respectively), indicating that women who reported better fit of 
general practitioner and combined PHC services with their needs had better mental health (fewer
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depressive symptoms) and physical health. The fit of counselling services was also negatively 
related to symptoms of depression (r = - .24, p  =.03), but not to their physical health (r = -.01,/?
= 0.48). Thus, hypothesis 8 was partially supported.
Discussion
The goals of this study were to describe access to PHC services and to determine whether 
racialization and income explained differences in unmet need and fit of service among women 
who had recently separated from an abusive partner. Additionally, the relationships between both 
unmet need and fit of service with women’s mental and physical health were examined. Only 6 
of the 8 study hypotheses could be tested, and of these, two hypotheses were partially supported. 
Specifically, the extent to which PHC services (i.e. general practitioner, counsellor, combined 
PHC services) fit with women’s needs was positively related to income (Hypothesis 4) and to 
women’s mental and physical health (Hypothesis 8). Women with lower incomes, who were 
unemployed, mothering dependent children, and who had poorer health, reported poorer fit of 
PHC services with their needs. No statistically significant differences were observed in unmet 
need or fit of services based on racialization; however, the small number of racialized women in 
this sample means that were was limited statistical power for this analysis. The findings of this 
study bring to light new information about how, among women who have recently left an 
abusive partner, social location plays a role in determining who can access and benefit from PHC 
services in Canada versus those who cannot, and the subsequent impact on women’s mental 
health and physical health.
Fit of Primary Health Care Services with Women’s Needs
The positive correlation found between women’s income and the extent to which PHC 
services met their needs is consistent with previous research in which individuals with low
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income experience poorer fit of health services than their higher income counterparts (Agency 
for Healthcare Research and Quality, 2010; Fiscella et al., 2000; Simpson, et al., 2005). 
Moreover, previous researchers have corroborated the findings that fit of PHC services is 
positively related to mental and physical health (Shi et al., 2002; Shi et al., 2004; Starfield,
2005). Findings from this study extend previous research by documenting other social locations 
that disadvantage women who have separated from an abusive partner in benefitting from PHC 
services. Specifically, although unemployed women and mothers of dependent children used 
PHC services more frequently than their counterparts, these women also reported poorer fit of 
services, along with women who have poorer health. It has been suggested that increased use of 
general practitioner health services among lower income individuals in Canada, the U.K., and 
Australia may actually be indicative of poorer quality care (i.e. inconsistent care providers, lack 
of referrals to specialist services) and financial barriers to accessing services, leading people to 
use the health services that they can access more frequently in an effort to have their needs met 
(Achat et al., 2010; Morris, Sutton & Gravelle, 2005; van Doorslaer et al., 2006). Additionally, 
negative mental and physical health outcomes resulting from poor quality care may lead to 
higher service use.
Researchers in Canada, the U.S., Australia, and New Zealand have found that individuals 
who experience chronic health challenges and/or disabilities often receive care from PHC 
providers including mental health practitioners and family physicians that does not fit with their 
needs, and is not safe, effective, patient-centered, timely, efficient, or equitable (Becher & 
Chassin, 2001; Blendon, Schoen & DesRoches, 2003; Schoen et al., 2004; US Department of 
Health and Human Services, 2003; Wang, Berglund & Kessler, 2000). Moreover, poor fit of care 
for those with chronic illnesses is more prevalent among those who belong to visible minority or
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lower income groups (US Department of Health and Human Services, 2003). Thus, among 
women who have recently left an abusive partner, those who must contend with the intersecting 
impacts of IPV-related chronic illness, lower incomes, unemployment, and care of dependent 
children, may have the highest risk of receiving PHC services that do not fit with their needs and 
are unlikely to be helpful. In this context, rather than positioning women’s higher use of services 
as “overuse” of scarce resources, this pattern may be understood as a proactive effort to access 
the supports needed to survive and create a new life free of abuse (Wuest, Ford-Gilboe, Merritt- 
Gray & Berman, 2003) in a system that is often not responsive to them. This position shifts the 
solution away from women and toward holding the system accountable for inequities in access 
and quality of care. Longitudinal studies are needed to examine patterns of disadvantage in 
access to and fit of PHC services over time, and to disentangle the relationships between fit of 
services and women’s health.
Although the majority of women reported that services fit their needs, 25.4% of women 
who used a PHC service reported poor fit of service with their needs, which is unacceptably 
high. In understanding why services may not fit the needs of women who have recently left an 
abusive partner it is important to first explore the qualities women have identified as fitting their 
needs in other research. Feder, Hutson, Ramsay, and Taket (2006) conducted a meta-analysis 
examining the health care experiences of women who have experienced IPV using data from 26 
qualitative studies of adult women from diverse racial and socioeconomic backgrounds who had 
experienced IPV and were seeking health services in predominantly community settings (23 
studies). In Feder et al.’s analysis women found it helpful when health care professionals raised 
the issue of IPV in a sensitive and confident manner without rushing or hurrying the discussion. 
Women wanted health care professionals’ to ensure confidentiality, and to be compassionate,
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sensitive, and nonjudgmental. Women valued health care professionals’ acknowledgement of the 
nature and ramifications of IPV as long-term and complex with no quick resolution. Women also 
wanted health care professionals to understand the social and psychological impact of IPV and 
avoid “medicalizing” it. Women expressed the importance of health care professionals validating 
their IPV experiences as unacceptable and undeserved. Women wanted to move forward in their 
own time, without feeling pressured to disclose IPV, leave the relationship, or press charges 
against a partner. Women found it helpful when health care professionals expressed respect for, 
and collaborated on decisions with them.
The disconnect between the qualities of services that fit the needs of women who have 
recently left an abusive partner and what they are actually experiencing may be the result of 
several issues. First, with the current shortage of family doctors in Canada (Canadian Medical 
Association, College of Family Physicians of Canada & Royal College of Physicians and 
Surgeons of Canada, 2011), these practitioners may feel increasing pressure to reduce time spent 
with patients, especially those with complex and chronic health challenges, such as women who 
have experienced IPV. The PHC practitioner may feel that the time and effort needed to fully 
understand and validate the needs of women, and to build a trusting relationship in which 
decision-making is a collaborative effort is simply not available. Second, since leaving an 
abusive partner is the dominant social solution to IPV (Brown, 1997), if PHC practitioners know 
about a women’s abuse history, they still may not take her health needs seriously, but assume 
that these issues resolved with leaving. Third, PHC practitioners may not consider that for lower 
income and unemployed women with dependent children the expenses associated with 
prescription drugs, over the counter medications, or assistive devices, as well as the 
transportation and/or child-care necessary to access these resources, or for follow-up health
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appointments may not be affordable. Finally, in a previous analysis of data from the WHES 
(Wuest, Merritt-Gray et al., 2007), there was a substantial gap between the percentage of women 
who experienced clinically significant levels of symptoms of depression and PTSD and having 
these mental health problems diagnosed. Previous research has found that women often face 
barriers to accessing high quality mental health care (Lin, Diaz-Granados, Stewart et al., 2009), 
and that health services seldom address the impact of women’s experiences of trauma and 
violence (Elliott, Bjelajac, Fallot, Markoff & Glover Reed, 2005). Failure to identify and treat 
the often intrusive mental health problems which women experience after separation from an 
abusive partner could also explain poor fit of PHC services with needs. To better understand the 
health and health service needs of women who have recently left an abusive partner, particularly 
those who experience the intersection of multiple social locations, it is important that researchers 
further explore the conditions and qualities of health systems, services, and practitioners that best 
fit women’s needs and use this knowledge to design more sensitive and effective models of care. 
Primary Health Care Unmet Need
The finding that unmet need was not related to any of the main study variables (i.e. 
income, racialization, mental health and physical health) may be explained in several ways. Few 
participants actually reported unmet need. Only 5.2% (n = 15) and 7% (n = 20) of women 
reported needing, but not being able to access general practitioner and counsellor services, 
respectively. It is possible that there was too little variation in unmet need (i.e. group sizes were 
too small) to reliably test the study hypotheses. Measuring unmet need only in the previous 
month may have underestimated the level of need. Moreover, only women who reported not 
being able to access a service at all were classified as having unmet need. Partial unmet need, 
where women are not able to access enough service to meet their needs was not captured and
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may be important for women dealing with multiple chronic health challenges such as those 
caused by IPV. Furthermore, specific barriers to individual health services were not explored in 
the WHES. To better understand the barriers faced by women in access to health services and 
what is needed to resolve them, future researchers should explore unmet need over time, partial 
unmet need, and specific barriers to health service access experienced by women who have 
recently left an abusive partner. Additionally, in order to gain a broader understanding of issues 
related to unmet need, researchers should use qualitative interview questions to elicit women’s 
subjective experiences of any and all causes of health-related service barriers.
Racialization
In this study, there were no statistically significant differences observed in either unmet 
need or fit of services based on racialization, but the fact that only 18.2% (n = 52) of women in 
this sample self-identified as belonging to an Aboriginal and/or visible minority group means 
that there was limited statistical power for this analysis. Experiences of institutionalized racism 
may have prevented more racialized women from volunteering for a study conducted by 
researchers associated with a large university. Additionally, the racialized women who did 
volunteer may be systemically different than those who did not. Researchers have found that 
people who volunteer for research are often healthier and more educated than the general 
population (Essink et al., 1998; Nijs et al., 1997; Otto, Shroder, & Koning, 2004). Moreover, 
racialized women who volunteered for this study may be more comfortable with Canadian 
culture and navigating the health care system. Because the study was limited to those who spoke 
English, racialized women who face language barriers in accessing and getting what they need 
from health services may not have been eligible to participate. Additionally, racialization is a 
complex concept, which is difficult to capture. Racialization is an individual’s subjective
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experience of being ‘other’, but it is also socially defined based on visible, physical 
characteristics (Smith, 1997). Not all racialized individuals identify as belonging to a “visible 
minority group” due to the stigma associated with the term, because they do not have a 
psychological affiliation with a particular group, or the way in which they situate themselves in 
their community (Smith, 1997). Women’s self-report of visible minority and Aboriginal status in 
this study may not have fully captured the concept of racialization.
The degree to which income and racialization independently contribute to inequities in 
access to, or fit of services is difficult to determine as these social locations so often intersect 
(Adelson, 2005; Anderson, 2006; Browne, 2007; Clark et al. 2002; Culhane, 2003; D’Anna et 
al., 2010). In fact, in this study racialized women had significantly lower incomes than non- 
racialized women, suggesting that income may be a partial proxy for racialization. Moreover, 
some of the issues attributed in the literature to health service unmet need and poor fit of service 
for racialized individuals are also related to income, such as lack of affordable transportation and 
inability to afford prescription medications (Flores & Tormany-Korman, 2008; Saha et al.,
2003). Indeed, the aim of this study was to explore the intersectional impact of both income and 
racialization on women’s experience of PHC unmet need and fit of services; however, this was 
not possible due to limitations of the data. Researchers must continue to explore how intersecting 
social locations shape the health and health service inequities experienced by women who have 
recently left an abusive partner, particularly in a Canadian context, where research in this area 
has been limited and where assumptions are often made about the ‘universal’ nature of accessing 
and benefitting from the health care system.
Strengths and Limitations
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While secondary analysis is efficient in terms of time and economic resources, the 
researcher may be limited in the research questions that can be asked and the analysis which can 
be conducted, both of which have implications for the findings (Polit & Beck, 2008). In the 
WHES, women were asked in one question whether they had experienced any of a number of 
barriers to accessing health and social services in general; however, in capturing women’s 
experience of unmet need, it may be helpful in future research to ask women about specific 
barriers for each health or social service they could not access. Additionally, qualitative studies 
about women’s subjective experiences of barriers to service use, as well as of the specific 
qualities of health services that fit their needs (or not) may be helpful in further understanding 
the health service needs and inequities experienced by women who have recently left an abusive 
partner.
This study was cross-sectional and used data from only one of the 5 waves of data 
collected for the WHES. Thus, the ability to draw causal inferences about the relationships 
between study variables is limited (Polit & Beck, 2008). A longitudinal study design may have 
been more helpful in capturing the impact o f both unmet need and fit of PHC services on 
women’s mental and physical health over time.
Convenience sampling, which was used for the WHES, is one of the most common 
sampling strategies used by nurse researchers (Polit & Beck, 2008). This type of sampling can be 
helpful when trying to identify ‘hidden’ or marginalized populations that are reluctant to be 
identified due to concerns about privacy, safety, and stigma (Gee et al., 2006; Heckathom, 1997; 
Petersen & Valdez, 2005; Yoo, Gee, Lowthrop & Robertson, 2010). Such concerns are relevant 
to women who have recently left an abusive partner, particularly because of the risk of continued 
or increased violence by former partners (Bachman and Saltzman, 1995; Statistics Canada, 2001;
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Wilson and Daly, 1993). However, the use of convenience sampling may result in selection bias 
(Polit & Beck, 2008). There is some evidence to show that participants who volunteer for 
studies may be healthier than the general population (Essink et al., 1998; Nijs et al., 1997; Otto, 
Shroder, & Koning, 2004), potentially masking some of the unmet need and poor fit of service 
within the study sample. Moreover, the number of racialized women who volunteered 
for the study was low. Nevertheless, unlike shelter-based samples that comprise many IPV 
studies (Carlson, McNutt, & Choi, 2003), the WHES included a diverse community sample of 
women, thus allowing for greater generalizability to other women who have recently left abusive 
relationships (Ford-Gilboe et al., 2009).
Structured interviews were used in the data collection for the WHES and this can be 
helpful in minimizing missing data, as well as ensuring that language, literacy, and 
comprehension issues are adequately addressed (Polit & Back, 2008). However, face-to-face 
interviews may mean that some participants underestimated certain health related or other issues 
due to feelings of embarrassment or stigma (Golding, 1999; Polit & Beck, 2008). In addition, 
because participants were asked about their use of health care providers retrospectively, these 
answers may have been subject to recall bias (Polit & Beck, 2008).
Conclusion
PHC services are the foundation of a health care system that promotes and sustains the 
health and well-being of countries and communities. It is important to understand how well PHC 
services in Canada address the needs of the population, particularly groups which face the most 
substantial inequities in health and access to the social determinants of health. This study sheds 
light on how differences in social location among women who have recently left an abusive 
partner may result in inequities in the fit of PHC services with women’s needs, and ultimately
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their mental and physical health. Having access to PHC services that fit their needs is a vital 
component of health for women who have recently left an abusive partner and subsequently, 
their ability to restore their economic independence, sustain separation from an abusive partner, 
and pursue a better quality of life.
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The purpose of this study was to examine whether, among women who had recently left 
an abusive partner, differences in income and racialization resulted in relative advantage or 
disadvantage in women’s ability to access PHC services that fit their needs, and whether this was 
associated with their mental and physical health outcomes. In this study, positive associations 
were found between fit of PHC services and both women’s income and their mental and physical 
health. The findings of this study are indicative of the role that social location can play in 
shaping PHC service inequities among women who have recently left an abusive partner and the 
subsequent health consequences.
Health care professionals play an important role in understanding and advocating for the 
diverse health and health service needs of women who have recently left an abusive partner. This 
is especially true for nurses, whose practice has a strong foundation in social justice. It is 
important to understand the ways in which health care practices and education can improve the 
care of women who have recently left an abusive partner, especially in a PHC context. 
Additionally, nurses and other health care professionals can play a critical role in lobbying for 
changes to Canadian health policies that would improve women’s ability to access PHC services 
that fit their needs. Moreover, through new health care and nursing research, we can further our 
understanding of the health and health service needs of women who have recently left an abusive 
partner in a Canadian context. In this chapter, the implications of this study’s findings are 
described for health care and nursing: 1) practice; 2) education; 3) policy; and, 4) research.
Implications for Practice
The Canadian Nurses Association (CNA) Code o f Ethics for Registered Nurses (2008) 
ethical principles describe the goals that guide nurses’ professional relationships with
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individuals, families, and communities. A central focus of this code is nurses’ responsibility to 
promote, practice, and advocate for social justice:
There are broad aspects of social justice that are associated with health and well-being 
and that ethical nursing practice addresses. These aspects relate to the need for change in 
systems and societal structures in order to create greater equity for all. Nurses should 
endeavour as much as possible, individually and collectively, to advocate for and work 
toward eliminating social inequities, (p. 20)
Thus, nurses have a moral imperative to care and advocate for those who experience health and 
health service inequities resulting from intersecting social locations and systemic discrimination, 
especially women who have recently left an abusive partner who also contend with abuse 
histories and the health consequences of IPV.
Access to, and Fit of PHC Services
Nurses and health care professionals in PHC settings, such as primary health care clinics, 
family doctors’ practices, public health units, and community care agencies are likely to care for 
the same women in a community over time, particularly during periods of stress, illness, and 
transition, such as those associated with leaving an abusive partner. Health care professionals in 
these settings have the opportunity to build sustained relationships with women and develop a 
more in-depth understanding of the diverse challenges they may face.
In providing PHC services that fit these women’s needs, health care professionals must 
understand that leaving an abusive partner is a stressful transition in women’s lives, wherein they 
may be contending with the chronic health consequences of IPV in addition to the loss of 
economic and material supports (Wuest et al., 2003). The College of Nurses of Ontario (CNO) 
(2009a) asserts that it is important for nurses to provide care without discrimination or judgment
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based on individuals’ social location (e.g. race, class, gender, sexual orientation, age, health 
status, among others). However, nurses and health care professionals must go beyond this to 
recognize that women who have recently left an abusive partner may be experiencing health and 
health service inequities as the result of intersecting social locations and systemic discrimination 
(i.e. racism, sexism, classism).
Consistent with the CNO (2009a) standards of practice, the CNA (2008) encourages 
nurses to collaborate with individuals who experience health service inequities to find solutions 
to access and fit of service barriers. Women who have recently left an abusive partner may face 
barriers to PHC services for a variety of reasons. Women may face financial barriers to accessing 
services due to the cost of transportation and lost wages, or to following through with health care 
recommendations, such as filling prescriptions. Women who have recently left an abusive 
partner may be hesitant to trust health care providers if they have experienced institutionalized 
discrimination based on social location or if their previous attempts to seek support for IPV have 
been negative. When health professionals recognize that a woman is being abused their response 
can be indifferent, inappropriate and even harmful (Bacchus, Mezey, & Bewley, 2003; 
Humphreys & Thiara, 2003; Plichta, 2007). Health professionals often medicalize the issue by 
focussing on treating women’s physical injuries without addressing the far-reaching 
consequences of IPV on so many other aspects of women’s lives (McMurray & Moore, 1994; 
Varcoe, 2001). Moreover, women who are recent immigrants may not have the language or 
comfort-level to navigate the Canadian health care system.
Nurses and other health care professionals can use the tenets of the nurse-client 
relationship (CNO, 2006) to build a trusting and respectful relationship with women who have 
experienced IPV by: always following through on their commitments to women; validating
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women’s feelings and responding with empathy; never abusing their position of power as 
someone with specialized knowledge and access to the health care system; and acknowledging 
women’s dignity and strengths as well as their unique experiences, history, and social location 
(CNO, 2006). Feder et al. (2006) found that women who had experienced IPV valued health care 
practitioners’ ability to listen to their experiences with nonjudgment and sensitivity, to validate 
their experiences as undeserved, and to acknowledge the complex, far-reaching impact of IPV on 
many areas of their lives. In one study, researchers found that when nurses collaborated with 
women to problem-solve and make decisions regarding IPV, women reported improved physical 
functioning and a decrease in depressive symptoms (Tiwari, Leung, Leung, Humphreys, Parker 
& Ho, 2005). Once a therapeutic relationship has been established, health care professionals can 
work with women to explore alternative or more affordable ways to access health services and 
resources. They can also work with women to better understand how to navigate the health care 
system or to find a health care professional or health service that fits their needs better. Health 
care providers can also connect women with other health, social, and advocacy resources in their 
communities.
To better meet the needs of women who have recently left an abusive partner, it is also 
important that nurses and health care providers, as well as their professional organizations, begin 
to adopt new models of care. For example, trauma-informed care (Elliott, Bjelajac, Fallot, 
Markoff & Glover Reed, 2005; Harris & Fallot, 2001) is a model of care designed to provide 
health services that address the complex and long-term impact of trauma and violence on 
individuals’ health. Common health care practices and procedures can be disempowering and 
invalidating for individuals and potentially re-traumatize them (Harris & Fallot, 2001). Adopting 
a trauma-informed care model involves health care organizations and practitioners implementing
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practices that recognize the impact of violence on individuals’ coping and development and view 
recoveiy from trauma as the central goal of care. Trauma-informed care means that health care 
practitioners develop trusting, respectful, safe relationships With individuals, collaborate on care 
and decision-making instead of playing the expert role, and emphasize individuals’ strengths and 
resilience (Elliott, Bjelajac, Fallot, Markoff & Glover Reed, 2005). Another new model of care, 
the Intervention for Health Enhancement After Leaving (/HEAL) (Ford-Gilboe, Varcoe, Wuest 
& Merritt-Gray, 2010) aims to promote women’s empowerment, resilience, and strengths to 
improve their health and lives after leaving an abusive partner. Health care professionals work 
with women in a collaborative relationship where women’s emotional and physical safety are 
paramount, and women identify the priorities and involvement of others (Ford-Gilboe, Merritt- 
Gray, Varcoe & Wuest, 2011). Women are seen in their unique familial contexts and may draw 
on the insight and wisdom of other women with histories of abuse, to reflect on, and further 
understand their own experiences of IPV and leaving. While limiting the risks involved, health 
care professionals can support women to move forward and help them to navigate and access 
community resources (Ford-Gilboe, Merritt-Gray, Varcoe & Wuest, 2011).
Improving Practice
It is important that throughout their careers, health care professionals continually strive to 
improve their own practices, especially in working with those who face health and health service 
inequities based on intersecting social locations, institutional discrimination, and abuse histories. 
The CNA (2008) emphasizes that both self-reflection and dialogue with colleagues on practice 
issues, especially those around ethical care and social justice, are essential for nurses to improve 
their care. In meeting the diverse needs of women who have recently left an abusive partner, it is 
important that nurses and other health care providers reflect upon and question their own, as well
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as their colleagues values, beliefs, and assumptions about IPV and about social locations that 
differ from their own.
Implications for Education
It is imperative that student and practicing nurses, and other health care professionals, be 
provided with education and training about women who have experienced IPV, the transition of 
leaving abusive partners, and the potential health and health service inequities experienced by 
this population in a Canadian health care context. Moreover, all levels of nursing and other 
health professional curricula should seek to incorporate critical, especially intersectional 
perspectives to explore, discuss, and promote solutions to health and health service inequities in 
Canada. Additionally, clinical practice opportunities must be offered in a variety of settings for 
students to have the opportunity to work with women who are transitioning out of abusive 
relationships (RNAO, 2005).
Entry-Level Competencies
The CNO (2009b) entry-level registered nurse competencies inform nursing education. 
Nursing curricula should reflect these competencies in education that addresses how nurses care 
for patients from diverse backgrounds, such as women with histories of abuse and those who 
experience intersecting social locations related to race, gender, and income among others. 
Outlined in these competencies are expectations that entry-level nurses demonstrate respect and 
provide equitable care for patients with diverse histories, experiences, belief systems, health 
practices, and health statuses. Moreover, entry-level nurses must be able to identify the impact of 
their own beliefs, assumptions, and experiences on the quality of their patient care and to use this 
self-reflection to commit to providing culturally sensitive and equitable care. Furthermore, the 
CNO (2009) expects that entry-level nurses advocate with professional nursing organizations for
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public policy and social justice initiatives that will promote equitable access to health care 
resources for all Canadians.
Intersectionality
In addition to curricula that address the importance of cultural competency in health care 
provision and political action, the education of nurses and other health professionals must further 
address the systemic disadvantages people experience based on social location (i.e. race, class, 
gender), how this results in barriers to accessing the social determinants of health (e.g. 
employment, housing, food) and ultimately leads to health and health service inequities. In all 
areas of education for health professionals, there must be an increased awareness and discussion 
of critical and intersectional perspectives on health and health service inequities. It is important 
for both students and practicing health care professionals to understand that women who have 
experienced IPV, especially those who have recently left an abusive partner, may face increased 
barriers to health service access and poor fit of service with needs. It is equally important for 
health care providers to understand that there are differences among womeli who have 
experienced IPV that may be linked to unmet need and poor fit of service, such as income and 
racialization. It is vital that curricula for nurses and other health professions explore the role that 
social location plays in health care use, access, and fit of service in a Canadian health care 
context. Health care professionals must understand that despite Canada’s ‘universal’ government 
health insurance, some Canadians are more disadvantaged than others when it comes to health 
and accessing health services that fit their needs. Curricula that explicitly address the socio­
political roots of health inequities in Canada would result in health care professionals who have a 
more holistic and in-depth understanding of the causes and prevention of, as well as the potential 
solutions to health and health service inequities in Canada.
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Clinical Opportunities
Students of both nursing and other health professions must be provided with clinical 
practice experiences that integrate their classroom education about women who have 
experienced IPV. Making practice placements available in women’s shelters, women’s clinics, 
public health clinics, as well as community and home visiting would provide students with the 
opportunity to develop a first-hand understanding of the experiences, as well as the diverse 
health and health service needs of both women who have experienced IPV and those who have 
recently left an abusive partner. These placements may also help students to begin to challenge 
their own assumptions about this population. To process students’ feelings and values around 
these clinical experiences it is imperative that they are followed with opportunities for self­
reflection and discussion with other students and teachers.
Implications for Policy
PHC services are integral to promoting and sustaining the health of Canadians. Nurses 
and other health care professionals, as well as their professional organizations, must lobby both 
the provincial and federal governments for policy changes that would ensure equitable access to, 
and good fit of PHC services for women who have recently left an abusive partner, and indeed, 
for all Canadians. Furthermore, given that the health service inequities faced by Canadians such 
as low income are structural constraints, it important that health care professionals and their 
organizations advocate for the equitable distribution of the social determinants of health, such as 
lobbying for fair living wages, and improving the quality and quantity of affordable housing. 
Both the Registered Nurses Association of Ontario (RNAO) (2009) and the CNA (2009) have 
identified poverty reduction as a key policy issue for which nurses and nursing organizations 
must advocate.
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The 2003 and 2004 Canada Health Accords
An important way in which the professional organizations for nurses and other health 
care providers can become politically engaged in making Canada’s health care system more 
equitable is to advocate for changes to the Canada Health Accord, the renewal of which is 
planned for 2014. The 2003 and 2004 Accords contained a series of commitments by provincial 
and territorial premiers aimed at improving Canada’s health care system in the following decade 
(Canada Health Council, 2008). Among the goals outlined in the Accords, there was a 
particularly strong emphasis on improving PHC:
First Ministers agree to make primary health care an integral component of the health
care system reforms..... [and] agree that the ultimate goal of primary health care reform is
to provide all Canadians, wherever they live, with access to an appropriate health care 
provider, 24 hours a day, 7 days a week. (Health Canada, 2006, p.l)
Moreover, the 2003/2004 Accords contained objectives aimed at increasing universal coverage 
of, among other services, prescription drugs (Canada Health Council, 2008). 'As part of these 
Accords, the federal government transferred funds to provincial and territorial governments with 
few conditions as to where the money should be allocated, with the exception of wait times, 
access to PHC services, buying medical equipment, and improving the health of Aboriginal 
Peoples (Canada Health Council, 2008, 2008).
In 2008 and 2011, the Canada Health Council (an independent commission established at 
the time of the Accords) found that some progress had been made in terms of Canadians’ access 
to PHC services, but this is only in the way of access to telehealth services. In their 2008 report, 
the Council emphasized that Canadians would benefit from more PHC centers, where 
multidisciplinary health professionals deliver comprehensive, coordinated care available to
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people in their own communities. Moreover, the Council reported that provincial and territorial 
governments failed to implement more comprehensive pharmaceutical drug coverage, as well as 
improving the health inequities experienced by Aboriginal Canadians (Canada Health Council, 
2008, 2008).
Policy Improvements for the 2014 Canada Health Accord
A profound failing of the 2003/2004 Accords lies in the conceptualization of PHC 
services as primary medical care services only, not the comprehensive matrix of social and health 
services described by the WHO (1978), the aim of which is to address all of the social 
determinants of health. Moreover, in the Accords, there is no mention of addressing the barriers 
people face in accessing a PHC or other health care practitioner, such as those based on financial 
constraints, geographical location, or ability. Furthermore, no acknowledgments were made of 
how health and health service inequities in Canada may be shaped by intersecting social 
locations and systemic discrimination.
The professional organizations for nurses and other health care professionals must lobby 
the provincial, territorial, and federal Ministers for the implementation of a comprehensive PHC 
model in the new Canada Health Accord of 2014 that not only addresses primary medical care, 
but encompasses universal access to comprehensive health and social services that address all of 
the social determinants of health. Furthermore, more PHC centres must be built, including those 
led by nurse practitioners recently introduced in Ontario, so that services may better fit the needs 
of Canadians through collaborative and coordinated care by an interdisciplinary health care team 
available to people in their own communities. A central location in every community which 
provides a wide range of PHC services (e.g. primary medical care, counselling, dental care, 
prescription drugs, and health promotion programs) would reduce access barriers, as multiple
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transportation and child-care costs would be reduced. Moreover, it may be helpful to offer child­
care services in these PHC centres.
Additionally, health care professionals must lobby the government to renew its promise 
of providing more coverage of health services that Canadians face financial barriers to accessing. 
Health inequities may be reduced if government insurance provided more comprehensive 
coverage of services including prescription medications, assistive devices, dental care, and 
counselling services. Moreover, reimbursement programs available to those who need 
transportation and child-care, or incur lost wages to access health services may be helpful in 
reducing health service inequities in Canada.
For government and health organization leaders to understand how PHC services can 
better meet the needs of Canadian women, such as those who have recently left an abusive 
partner, nursing and other health care professional organizations must advocate for an 
intersectional framework of health to be implemented in the 2014 Accord. A good example of 
such an intersectional framework was recently created by Echo, an Ontario government agency 
advocating for improved health and health services for women in Ontario (Echo, 2011). The 
results of adopting an intersectional framework at a government level has the potential to not 
only provide services that better fit the needs of Canadian women, but to reduce the health and 
health service inequities experienced by many Canadians as a result of social location, especially 
those experienced by Aboriginal groups.
Finally, for policy changes in the 2014 Accord to have a real impact on Canadians, nurses 
and other health care professionals must ensure that the policies they are lobbying for contain 
specific and measurable goals, which can mark the success or failure of new policies. Moreover,
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to ensure that policies in the new Accord will be implemented by the provinces and territories, 
federal funding transfers must come with strict conditions that mandate how funds are spent.
Implications for Research
More research is needed in Canada to explore PHC unmet need and fit of service for 
women who have recently left an abusive partner. It is important that researchers use an 
intersectional perspective in examining how differences in social location may shape health and 
health service inequities among this population, especially in a Canadian context where little is 
known about these relationships. Understanding the specific barriers to both unmet need and fit 
of service, and the impact of these barriers on mental and physical health over time, is essential 
to understanding the diverse needs of women who have recently left an abusive partner. 
Furthermore, it is important that future researchers develop, test, and improve new models of 
PHC services designed to better meet the diverse needs of women who have recently left an 
abusive partner.
An effective and empowering way in which research can be conducted is through 
Participatory Action Research (PAR). White, Suchowierska, and Campbell (2004) describe the 
central tenets of PAR as consisting of meaningful contributions to all phases of research by 
consumers, power, knowledge, and educational exchanges between researchers and consumers, 
and using research results to inform new policy, especially social justice initiatives. Women who 
have recently left an abusive partner can inform research on health and health service inequities 
with their own subjective experiences and perspectives. Nursing and other health care 
researchers and organizations would benefit greatly by collaborating with women who have 
recently left an abusive partners, as well as with community IPV organizations and advocacy 
groups, to develop a more in-depth understanding of the diverse experiences and health service
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needs of women who have experienced IPV. In addition, studies with samples of women from 
more diverse social backgrounds will help to shed light on the impact of social location on health 
and health service inequities among women who have recently left an abusive partner.
Conclusion
Nurses and other health care professionals can play a vital role in meeting the diverse 
needs of women who have recently left an abusive partner, particularly in PHC settings where 
they have an opportunity to build relationships with women over time. It is important that health 
care professionals collaborate with women to find ways of accessing and getting what they need 
from PHC services. In learning about the health and health service needs of women who have 
experienced IPV, students of health professions should have clinical experiences to work with 
this population first-hand, as well as exposure to curricula in which the importance of the social 
determinants of health and intersectional theoretical perspectives are presented. Health care 
providers and their professional organizations must lobby federal and provincial government 
leaders for health policy changes to improve equitable access to a comprehensive matrix of PHC 
services that fit the needs of all Canadians. Finally, it is important that nurses engage in research 
that furthers our understanding of the diverse needs of women who experience the intersectional 
impact of IPV and its health consequences, multiple social locations and systemic oppression.
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Table A l: Variations in Selected Demographic Variables by Racialization 
Table A2: Differences in Income by Selected Demographic Variables
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Table Al
Variations in Selected Demographic Variables by Racialization (N=286)
Demographic Variables
Age Total Years of 
Education
Annual Household Income
Group Mean(SD) t Mean(SD) t Mean(SD) t
Non-racialized 40.73(9.906) 0.56 13.42(2.527) 0.62 29,545.26(23,081.106) 3.04**
Racialized 39.88(9.986) 13.17(2.875) 20,643.33(17,460.643)




Differences in Income by Selected Demographic Variables (N=286)
Annual Household Income








Living with children >18yrs 
















Prim ary Health Care (PHC) Service Use Items from the Women’s Health Effects Study
(Ford-Gilboe, Wuest, Varcoe, Davies, Merritt-Gray, Campbell, & Wilk, 2009)
PHC Service 
Provider
Have you seen 
this provider in 
the past month? 
(yes/no)
# Visits Fit of service 
(1 = Not Well, 2 = 
Somewhat Well, 3 = 
Well, 4 = Very Well)
Needed but 










Short Form Health Survey Version 2 (SF-12v2)™ 
Your Health and Well-Being
(Ware, Kosinksi, Tumer-Bowker, & Gandek, 2002)
This survey asks for your views about your health. This information will help keep track of how 
you feel and how well you are able to do your usual activities. Thank you for completing this 
survey!
For each of the following questions please circle the number that best describes your answer.
1. In general, would you say your health is Excellent Very Good Fair Poor
good
1 2 3 4 5
2. The following questions are about Yes, Yes, No, not limited at all
activities you might do during a typical day. limited a limited
Does vour heath limit vou n these activities? lot a little
If so, how much? 1 2 3
('a') Moderate activities, such as moving a Yes, Yes, No, not limited at all
table, pushing a vacuum cleaner, bowling, limited a limited
or playing golf lot a little
1 2 3




3. During the past 4 weeks, how much of Ail o f the Most of Some of the A little None of
the time have you had any o f the folloing time the time of the the time
problems with your work or other regular time time
dailv activities as a result o f vour ohvsical 1 2 3 4 5
health?
(a) Accomplished less than you would like Ail o f the Most of Some o f the A little None o f
time the time of the the time
time time
1 2 3 4 5
(b) Were limited in the kind o f work or Ail o f the Most of Some of the A little None of
other activities time the time of the the time
time time
1 2 3 4 5
4. During the past 4 weeks, how much of Ail o f the Most of Some of the A little None of
the time have you had any of the following time the time of the the time
problems with your work or other regular time time
dailv activities as a result o f anv emotional 1 2 3 4 5
problems (such as feeling depressed or
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anxious)?
(a) Accomplished less than you would like All o f the Most of Some o f thè A little None of
time the time of the the time
time time
1 2 3 4 5
(b) Did work or other activities less All o f the Most of Some of thè A little None of
carefullv than usual time the time of the the time
time time
1 2 3 4 5
5. During the past 4 weeks, how much did Not at all A little Moderately Quite a Extremely
pain interfere with your normal work bit bit
(including both work outside the home and 1 2 3 4 5
housework)?
6. These questions are about how you feel All o f the Most of Some of thè A little None of
and how things have been with vou during time the time of the the time
the past 4 weeks. For each auestion, olease time time
give the one answer that comes closest to 1 2 3 4 5
the way you have been feeling. How much
of the time durine the oast 4 weeks...
(a) Have you felt calm and peaceful? All o f the Most of Some of thè A little None of
time the time ofthe the time
time time
1 2 3 4 5
(b) Did you have a lot o f energy? All o f the Most of Some of thè A little None of
time the time of the the time
time time
1 2 3 4 " 5
(c) Have you felt downhearted and All o f the Most o f Some o f thè A little None of
depressed? time the time of the the time
time time
1 2 3 4 5
7. During the past 4 weeks, how much of All of the Most of Some o f thè A little None of
the time has vour physical health or time the time ofthe the time
emotional problems interfered with vour time time
social activities (like visiting friends, 1 2 3 4 5
relatives, etc.)?
SF-12v2™ Health Survey ©1994,2002 by QualityMetric Incorporated and Medical Outcomes Trust. All Rights Reserved. 
SF-12® a registered trademark of Medical Outcomes Trust.
(SF12v2 Standard, US Version 2.0)
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Center for Epidemiological Studies Depression Scale (CES-D)
(Comstock & Helsing, 1976; Radloff, 1977)
Please check (T) each statement which best describes how often you felt or behaved this way - 
DURING THE PAST WEEK.
Rarely or 








or a Moderate 
Amount of the 
Time (3-4 
Days)
Most or All 
of the Time 
(5-7 Days)
I was bothered by things that usually 
don’t bother me.
I did not feel like eating; my appetite was 
poor.
I felt that I could not shake off the blues 
even with help from my family or friends.
I felt that I was just as good as other 
people.
I had trouble keeping my mind on what I 
was doing.
I felt depressed.
I felt that everything I did was an effort.
I felt hopeful about the future.
I thought my life had been a failure.
I felt fearful.
My sleep was restless.
I was happy.




I had crying spells.
I felt sad.
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I felt that people disliked me.
I could not get “going”.
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